Introduction
Childhood trauma is the United States' biggest public health concern (van der Kolk, 2005) . Because of widespread, multifaceted, and often hidden causes of trauma that occur behind closed doors, maybe it should be labeled the nation's biggest silent epidemic (D'Andrea et al., 2012) . In 2015, Child Protective Services, an entity within the Department of Health and Human Services, reported receiving 4 million referrals alleging maltreatment of 7.2 million children.
18% of the 7.2 million children were found to be victims of abuse or neglect, and, as in previous years, neglect was the most common form of child abuse ("Child Maltreatment 2015: Summary of Key Findings," 2017). The number of children and adolescents exposed to abuse and neglect, synonymous with trauma and traumatic stress, is more common than expected and continues to be under reported (van der Kolk, 2005) . While the amount of trauma experienced by these individuals may be be underreported, the trauma endured by these same individuals is easier to enumerate.
The effects of traumatization and victimization follow children into their adult lives, and the cost of that childhood trauma is high (D'Andrea et al., 2012) . According to Fang, Brown, Florence, & Mercy (2012) , 124 billion dollars is spent in one fiscal year on mental health and social services. Much of the expense attached to this trauma results from the pervasive and multifaceted symptomatology of children and adolescents exposed to multiple and/or chronic traumas during formative developmental years, including: developmental delays, somatic ills, impulse control issues, mood disorders, to participating in destructive and violent behaviors (van der Kolk, Pynoos, Cicchetti, Cloitre, D'Andrea, Ford & Stolbach, 2009 ). Trauma does not only play out in the way that victims react to input, but also how they can perceive what is happening to them. Van der Kolk (2005) explores how exposure to multiple traumas or chronic and prolonged traumas have developmentally adverse effects on the mind and body and D 'Andrea et al. (2012) explore how chronic maltreatment and repeated traumatization have detrimental neurological effects on development. With mind, body and development all affected negatively by trauma, it is difficult for the traumatized person to integrate sensory information, emotional information and cognitive information into one cohesive whole (van der Kolk, 2005) . The capacity to form one's experiences into a cohesive whole that constitutes an identity and a foundation to find one's place in society is paramount to the development of secure attachments and sense of self, effective and positive internal working models, emotional and behavioral regulation, accurate reading of safety and environment, problem solving skills, and accurate categorizing of experience (van der Kolk, 2005) . Given that tramatized individuals potentially have difficulty with one or more of these develpments, the cost of child trauma is indeed high.
In the 1990s, Kaiser Permanente and the Centers for Disease Control jointly funded a research study called the Adverse Childhood Experiences (ACE) study, which documented, among many things, that childhood trauma is common, with a recognition that occurrences are only increasing. The ACE study also confirmed connections between early childhood experiences and "depression, suicide attempts, alcoholism, drug abuse, sexual promiscuity, domestic violence, cigarette smoking, obesity, physical inactivity, and sexually transmitted diseases" (van der Kolk, 2005, p. 3). So, not only are the tramatized struggling as young children, but their struggling does not stop as young people. In fact, the trauma continues to have negative effects all the way into adulthood since strong positive connections have been made between adverse childhood experiences and chronic health conditions experienced later in life, such as heart disease, cancer, diabetes, and liver diseases (van der Kolk, 2005) . While the ACE study was significant, there were doubters. The doubt, however, was put to rest by the NCTSN longitudinal child trauma database and the thousands of studies looking at childhood victimization. Each of the studies showed similar, negative results: that chronic maltreatment and/or repeated traumatization experienced in early life significantly interfered with an individual's capacity to regulate internal states, wreaked havoc on the Central Nervous System, and interfered with important developmental functions (D'Andrea et al., 2012) . Despite the presence of empirical support and vetted, no recognized diagnosis in the DSM labels the experiences, symptoms and co-occurring sequelae that are at the root of developmental trauma (van der Kolk, 2014) .
Because of the lack of diagnostic criteria for childhood trauma included in the DSM, 40% of children affected by developmental trauma are commonly and incorrectly diagnosed with at least one other mood disorder, including Attention-Deficit/ Hyperactivity Disorder (ADHD), Post-traumatic Stress Disorder (PTSD), and Bipolar Disorder (D'Andrea et al., 2012) . These incorrect diagnoses are a poor response to treatment frameworks and therapeutic interventions that are not trauma-informed or trauma based. For instance, a diagnosis of PTSD often infers that the individual experienced a circumscribed, isolated traumatic event (D'Andrea et al., 2012) , rather than the repeated victimization many endure. The altered consciousness, amnesia, hypermnesia, dissociation, depersonalization, derealization, flashbacks, nightmares, attention regulation, orientation in time and space, and issues with sensorimotor development as results of trauma cannot be accurately described by a PTSD diagnosis (D'Andrea et al., 2012) , nor can they be medicated by a prescription for an ADHD symptom. With correct framework for naming the trauma, and incorrect therapeutic attempts to help individuals heal, there needs to be a better method of diagnosis and treatment.
In an effort to address the misdiagnoses of trauma survivors, comorbid conditions are often employed to describe the vast spectrum of symptoms related to trauma, but the diagnosis of comorbid disorders for individuals affected by developmental trauma do not aid in the recovery or healing process. Trying to apply incorrect diagnoses and therapies inappropriately means variables get lost in translation and applied treatment approaches and frameworks are not effective (van der Kolk et al., 2009) . Without a change to a framework that centers on the trauma that shapes trauma informed individuals, future research and understanding of developmental trauma may become distorted and inaccurate. More significantly, individuals will continue to suffer from preventable distress. Given the right interventions and tools at the outset, these individuals might start to live more manageable lives (van der Kolk et al., 2009 ) with less recurring trauma and suffering.
However, in the past thirty years, a lens through which to treat and understand developmental and complex trauma has emerged. DTD approaches trauma as an expression of vast internal disorganization centered on developmental trauma as the core source of deficiencies and/or abnormalities in multimodal functioning of brain and body, even though DTD was rejected for inclusion in the most recent (2013) published version of the DSM-5 (van der Kolk, 2014) .
Although the disorder has yet to be recognized by the American Psychiatric Association, mental health practitioners, researchers, and providers in the field of traumatic stress recognize, affirm, and treat those suffering from DTD. Literature suggests a recognized diagnosis would improve current trauma-informed interventions, guide development of newer treatments, create a more precise understanding of who may be affected by developmental trauma, allow for insurance reimbursement, and aid research and scientific study, centering the effects of developmental trauma along with lived experience (D'Andrea et al., 2012) .
A recognized diagnosis of DTD would reduce diagnostic confusion and could reduce the pathologizing many trauma survivors have internalized over years of mistreatment and misdiagnosis (D'Andrea et al., 2012) .
Developmental Psychopathology
The Post-traumatic Stress Disorder classification system in the 1980s led to extensive scientific studies of diagnoses in the field of traumatic stress (van der Kolk et al., 2009) . From the 1980s until now, developmental psychopathology within the field of traumatic stress, paying special attention to children and adolescents, has documented the effects of interpersonal traumas and disruptions in caregiving systems and the effect they have on an individual's development of affect regulation, attention, cognition, perception, and interpersonal relationships. Developmental psychopathology can be best understood as a framework to examine clinical diagnoses often seen among child and adolescent populations (van der Kolk et al., 2009 ). Even without a DTD diagnosis, a trauma-centered framework considers contextual factors, categorical and dimensional models, risk and resilience, and developmental pathways when examining these clinical diagnoses (Drabick & Kendall, 2010) . Looking at DTD as the diagnosis, rather than trying to force individuals into other mis-fitting diagnoses, the emergence and maintenance of comorbid/co-occurring diagnoses in children and adolescents is understood as interactions among biological, psychological and social factors (Drabick et al., 2010) in a developmental psychopathology framework. To be most effective at understanding how trauma affects individuals at micro, meso, and macro levels, interactions among biological, psychological and social factors must be emphasized. Developmental psychopathology supports the understanding of trauma and traumatic stress by documenting the effects of adverse childhood experiences in early life, and the disruption these experiences may have on brain development, neuroendocrinology, and immunology (van der Kolk et al., 2009) . By showing that these traumas do not affect one part of the body, one part of development or have one solution, developmental psychopathology helps form greater understanding of therapies to be applied or diagnoses to consider when a traumatized individual is being treated.
Complex-Post Traumatic Stress Disorder in Children and Adolescents
Research conducted within the scope of developmental psychopathology repeatedly documents that children and adults who are exposed to childhood trauma show that trauma does not occurr in isolation. Instead, these presentations best fit diagnoses of co-occurring, chronic types of victimization, or Complex-Post Traumatic Stress (c-PTSD) (van der Kolk et al., 2009 ).
Victimization is best understood when addressing interpersonal traumas seen in children as:
"…harm that comes to individuals because other human actors have behaved in ways that violate social norms. Even though we sometimes refer to people as "victims of hurricanes",…or accident victims." The more common reference for the term victimization is interpersonal victimization. In interpersonal victimization, the elements of malevolence, betrayal, injustice, and immorality are more likely to be factors than in accidents, disease, and natural disasters (Finkelhor, 2008, p.188) .
In children, specific types of trauma have the most devastating effects: acts of commision, such as sexual assault, and acts of omission, such as neglect or abandonment. In acts of omission, withdrawal or lack of resources has the probability of threatening the child's very survival and physical well being, especially occurring at the hands of caretakers (Cloitre, Stolbach, Herman, van der Kolk, Pynoos, Wang, & Petkova, 2009 (Herman, 1992) .
"They [survivors of PTSD] are based on the prototypes of combat, disaster, and rape. In survivors of prolonged, repeated trauma, the symptom picture is often more complex. Survivors of prolonged abuse develop characteristic personality changes, including deformations of relatedness and identity. Survivors of abuse in childhood develop similar problems with relationships and identity; in addition, they are particularly vulnerable to repeated harm, both self inflicted and at the hands of others. (Herman,1992, p.119) As a better understanding of the multiple layers of trauma an individual endures became part of the understood cannon, the types of of co-occurring, chronic types of victimization and traumas could also be shown via alterations in multiple categories:
As the alterations of trauma presentation became better understood, clinicians proposed that the DSM diagnostic system and accompanying criteria were inadequate for the treatment of extreme trauma survivors. They added that the preliminary treatment for the effects of trauma were often lost in clinical settings because the symptom set an individual disclosed might not be connected -for ambiguous reasons -to past traumatic experience(s), often in early childhood.
Clinicians treating survivors of trauma, and those impacted, continued to see clients who had experienced chronic and/or prolonged trauma but showed many additional symptoms alongside and separate from the formal symptomatology of PTSD ("Complex PTSD," 2016).Trauma permitted researchers and clinicians to start to understand that trauma would not be a cause and effect relationship, but one that would need new approaches and understanding of long-standing trauma.
Some in the field of developmental psychopathology felt that the psychiatric field understands trauma through a singular, often linear, lens which results in fragmented approaches to treatment that are often ineffective for trauma survivors. Patients continue to be assigned comorbid diagnoses, none of which are trauma-related or trauma-treated. The proposed disorder of c-PTSD would recognize the impact of prolonged and chronic traumas and help facilitate development of effective forms of treatment (Herman, 1992) . Naming c-PTSD would be an essential step in recognizing the immense turmoil individuals endure due to trauma, and would begin to shape the field of traumatic-stress studies in a new, multi-modal way (Herman, 1992) .
Large populations of people, specifically children and adolescents who also experienced the sequelae of chronic and prolonged trauma, would be recognized and effectively treated with a c-PTSD diagnosis, an important step toward developing a DTD diagnosis.
"It is an attempt to find a language that is at once faithful to the traditions of accurate psychological observation and to the moral demands of traumatized people. It is an attempt to learn from survivors, who understand more profoundly than any investigator the effects of captivity." (Herman, 1992, p.122) Overview of DSM, Evaluation, and rejection of DTD
Overview of DSM and Evaluation
In 1921 
CONSENSUS PROPOSED CRITERIA FOR DEVELOPMENTAL TRAUMA DISORDER
A. Exposure. The child or adolescent has experienced or witnessed multiple or prolonged adverse events over a period of at least one year beginning in childhood or early adolescence, including:
A. F. Duration of disturbance (symptoms in DTD Criteria B, C, D, and E) at least 6 months.
G. Functional Impairment. The disturbance causes clinically significant distress or impairment in at two of the following areas of functioning:
• Scholastic: under-performance, non-attendance, disciplinary problems, drop-out, failure to complete degree/credential(s), conflict with school personnel, learning disabilities or intellectual impairment that cannot be accounted for by neurological or other factors.
• Familial: conflict, avoidance/passivity, running away, detachment and surrogate replacements, attempts to physically or emotionally hurt family members, non-fulfillment of responsibilities within the family.
• Peer Group: isolation, deviant affiliations, persistent physical or emotional conflict, avoidance/passivity, involvement in violence or unsafe acts, age-inappropriate affiliations or style of interaction.
• Legal: arrests/recidivism, detention, convictions, incarceration, violation of probation or other court orders, increasingly severe offenses, crimes against other persons, disregard or contempt for the law or for conventional moral standards.
• Health: physical illness or problems that cannot be fully accounted for physical injury or degeneration, involving the digestive, neurological (including conversion symptoms and analgesia), sexual, immune, cardiopulmonary, proprioceptive, or sensory systems, or severe headaches (including migraine) or chronic pain or fatigue.
• Vocational (for youth involved in, seeking or referred for employment, volunteer work or job training): disinterest in work/vocation, inability to get or keep jobs, persistent conflict with co-workers or supervisors, under-employment in relation to abilities, failure to achieve expectable advancements. (van der Kolk, 2009, p. 5) .
Understanding Developmental Trauma Disorder All children learn to regulate their physical and emotional behaviors by anticipating their caregivers' responses, dependent on the type of attachment the child has to the caregiver(s).
Children learn and construct internal working models based off of affective and cognitive characteristics shown in primary early relationships. These early experiences occur in the context of brain development, neural development, social development, and social interactions, all of which are interconnected with internal working models, and early attachment patterns (Moretti et al., 2004) .
The processes and systems above inform how the child and/or adolescent processes, stores, categorizes and understands information throughout their life (Schimmenti & Caretti, 2016) . There is no developmentally appropriate diagnosis in the DSM for children and adolescents who deal with the devastating effects of trauma and its sequelae. The current diagnostic criteria of PTSD and other sub-symptom sets do not fully capture, explain, or begin to provide effective treatment modalities for the effects of severe physical harm of prolonged, repeated, trauma on an individual's mind, body, and spirit, especially during developmental years (van der Kolk, 2013) . In clinical settings traumatized children and adolescents are usually diagnosed with a variety of psychiatric labels, but none of the labels explain the profound developmental disturbances seen in cases of victimization (van der Kolk, 2002) . Unless correctly labeled as developmental trauma, children exhibiting specific behaviors may be labeled as oppositional, rebellious, unmotivated, and/or antisocial by school and/or correctional entities (van der Kolk, 2009).
Using NCTSN's core data set, 658 adolescents reported involvement in the juvenile justice system and in 2013 the NCTSN reported that 90% of those justice-involved youth had experience with some type of traumatic event (Moretti & Peled, 2004) . 70% of the 658 cohort meet criteria for a mental health disorder, with only 30% of that same youth sample meeting the diagnostic criteria for PTSD as laid out in the DSM-IV. Unfortunately there is little evidence that children and adolescents who have experienced early onset trauma outgrow the problems that occur. People with early histories of abuse and neglect are found to suffer into their adult lives, often reoffending and continuing to have pervasive psychiatric problem (van der Kolk, 2002).
The current diagnostic system does not account for Developmental Trauma. Diagnosing children and adolescents with comorbid disorders, including PTSD, and not viewing their experience through the lens of developmental psychopathology and complex traumatic stress continues to perpetuate the victimization and dehumanization most of these individuals have already experienced in their life. The further pathologizing of experiences can deter people from getting the treatment that they may need to thrive. A diagnosis of DTD will help organize and treat the incredibly complex emotional, behavioral, and neurobiological sequelae of childhood trauma that continues to be misdiagnosed and at times ignored by the field of psychiatrics (D'Andrea et al., 2012).
Effective Therapeutic Practices for DTD
There is no one-size-fits-all approach when it comes to trauma-informed therapy and trauma treatment, especially for adult survivors of developmental trauma (Grossman, Spinazzola, Zucker, & Hopper, 2017) . Adult clients who have lived through developmental trauma may have treatment-resistant psychological and psychiatric conditions, therefore may need to try different forms of trauma treatment.
Component-Based Psychotherapy
The Trauma Center at Justice Resource Institute has come up with therapies for adult survivors of childhood maltreat. It is noted that these type of trauma survivors "tend to show greater impairment in the capacity to establish and maintain safe, healthy, and loving relationships; to process more negative self-image, worth, or esteem; to be more likely to internalize their distress, leading to more frequent difficulties with depression, anxiety, social withdrawal, and isolation; and to engage in more maladaptive forms of coping, including greater prevalence of self-injury, alcohol and substance abuse, and other risk-taking behaviors including sexual acting out" (Grossman et al., 2017, p.87) .
CBP is used at The Trauma Center and is "an evidenced-informed model that bridges, synthesizes, and expands upon several existing schools, or theories, of treatment for adult survivors of traumatic stress" (p.87). Some of the theories are more traditional ones, like psychoanalysis, and others are more current approaches, like those informed by theories stemming from feminist thought (Grossman et al., 2017) . Integration of four main components occur in therapy: relationship, regulation, working with dissociated aspects of the self, and narrative (p.88). Central to the four components is the relationship between therapist and client as being significantly important and primary for healing trauma and trauma-related issues. The client must feel that their therapist is attuned to their needs and that there is quality and stability within their relationship. This proves to determine if the client will positively benefit from therapy (p.89).
Adults who have experienced developmental trauma often times have problematic attachment styles, and may at first relate to the therapist in different ways, sometimes overly clingy or other times avoidant and angry. CBP is an effective therapeutic framework, especially for these types of clients, as it supports therapists being fully present, acutely attuned to their client, and allows for noticing "the relational ebbs and flows reflected in client's' body language, tone, eye contact, and so forth" (Grossman et al., 2017 p.89 ).
This, if done well, aids clients' regulation and often times fluctuating and intense emotional states that can be projected onto the therapist and intensify in the therapist-client relationship. It is important to note that with CBP, the therapist's presence in the room is one of the most important aspects of therapy (Grossman et al., 2017) .
Relational Treatment Framework
Relational Treatment Framework (RTF) is especially effective when treating individuals exposed to chronic and/or prolonged interpersonal violence, neglect, and abuse. When these things occurs at the hands of primary caregivers, these children, whom later become adults, oftentimes develop issues with maintaining healthy attachments within interpersonal relationships, have issues managing, relating and connecting with other people, and have a chasm in cultivating healthy relationships that offer security, stability, and safety (Pearlman & Courtois, 2005) . Using RTF, issues with attachment and inner and outer modulation of behavior, affect and emotion may be healed within the context of a patient-therapist relationship. The development of a therapeutic relationship is characterized by four fundamentals: respect, information, connection, and hope (RICH) (Saakvitne et al., 2000) . A safe, stable, recioprical and attuned therapist and therapeutic relationship can provide chronically traumatized clients an understanding of coping mechanisms and that the effects of trauma can be experienced, explored, shared, understood, verbally addressed, and ultimately resolved (Pearlman et al., 2005) .
Stable and secure attachments are critically important for people to function productively with self and others, and a therapeutic alliance may be the first time chronically traumatized people feel a stable and secure attachment to someone, without disruption occurring within that relationship. A secure and safe relationship based on attachment models is essential for healing and continued identity development and formation not affected by the grasps of trauma. A fundamental of RTF is working with clients to understand their Inner Working Models (IWM) and how these models affect attachment styles and maladaptations experienced in life. In 1988
John Bowlby explained that exploring and understanding patients' Inner Working Models within the context of a therapeutic relationship can help the patient understand attachment and expectations they may have in relations with others and the therapist (Pearlman et al., 2005) .
Risking Connection Attachment-Based Healing
Risking Connection is trauma-focused curriculum and training designed for people within mental health settings who work with survivors of childhood abuse (Pearlman et al., 2005) . RC provides a model of attachment-based healing which can be applied within a relational therapeutic framework. RC takes four main approaches as effective goals within trauma-informed and trauma-specific therapy: (1) delineating psychological realms affected by traumatic experiences, (2) combining the relational and attachment perspectives, (3) providing relational guidance and goals for treatment, (4) emphasizing the importance of the treatment provider's experience in highlighting and integrating an understanding of countertransference and vicarious traumatization onto treatment (Pearlman et al., 2005) .
The model of attachment-based healing described in RC curriculum occurs when a therapist is effectively attuned to their client and is focused on relationship patterns within the therapeutic alliance, and is able to work and engage with relational repair and attachment disruption. People effected by chronic and/or prolonged trauma with insecure-preoccupied, insecure-dismissing, disorganized, disoriented, or dissociative attachment styles respond well to attachment-based healing, and may benefit from structured and organized interventions within the therapeutic relationship. This could look like a phase-oriented model of treatment or a sequenced model of treatment utilized by the therapist (Pearlman et al., 2005) .
Phase-Oriented Treatment
Phase-oriented treatment is proven effective when working with traumatized individuals, though it is important to note that any treatment(s) involving traumatized individuals must be Trauma-informed, time-limited yoga is effective for treating the symptom set associated with chronic trauma and traumatic stress, and lowers things like inflammatory hormones, stress levels, and adrenal levels (Price et al., 2017) . Affect-attunement occurs in yoga practice which is often needed when treating traumatized patients. Yoga aids with understanding physical sensations and putting them all into a coherent whole. Learning to modulate breath is effective when traumatized patients are faced with a past or current trauma trigger (van der Kolk, 2002) .
Conclusion
In 2013 the Journal of Traumatic Stress published a research study that assessed, using archival data, whether the proposed diagnostic criteria of DTD adequately reflected the experiences and symptoms of traumatized urban youth (Stolbach, Mineshew, Rompala, Dominguez, Gazibara, & Finke, 2013) . Research looking at the proposed diagnosis of DTD lacks funding since its not yet listed in the DSM, which in turn affects moving forward with the diagnosis. Furthermore, things like screening mechanisms and standardized measures for DTD have yet to be developed so the study utilized diagnostic tools and psychometrics that were not intended to diagnosis DTD. The 2013 study used 214 children who had received services from an urban child trauma treatment center after experiencing one or more PTSD Criterion A stressors cited in the DSM-IV (Solbach et al., 2013).
The results indicated strong support for the DTD construct as a diagnostic category and proposes that tools that allow clinicians and researchers to study the effects of complex trauma in children is an important next step, one of them being that future studies should emphasize variables like age, gender, and cultural background to validate developmental trauma (Stolbach et al., 2013) .
Expressions of complex trauma symptoms have been studied in Ugandan child soldiers, emphasizing the prevalence of DTD in this specific chronically traumatized population (Klasen, Oettingen, Daniels, Post, Hoyer, & Adam, 2010) . The article published in the Journal of Aggression, Maltreatment & Trauma studied this population through the lens of a DTD diagnosis and a PTSD diagnosis, looking at things like the effects of war trauma and domestic violence.
Results indicated that 80% of the sample of former child soldiers met criteria for DTD, whereas only 33% of the sample met criteria for PTSD (Klasen et al., 2010) . Domestic and community violence were significantly related to DTD symptoms but not PTSD symptoms. Traumatic war experiences were significantly related to PTSD symptoms but not to DTD symptoms (Klasen et al., 2010) .
Although DTD is a proposed diagnosis, clinicians and therapists of all sorts are still using developmental trauma as a way to assess and effectively treat patients, and as a way to inform therapeutic frameworks. Different organizations have goals to push towards a more precise diagnosis for developmental trauma, and places like The Trauma Center at Justice Resource Institute continue to publish trauma related research studies, and provide effective therapeutic interventions for therapists working with clients with developmental and complex trauma (Grossman et al., 2017) .
There still remains a considerable push to have DTD recognized as an actual diagnosis in the pages of the DSM, though some still feel that the diagnostic criteria as it stands is ineffective and inaccurate, and articles continue to be published about the debate and contentiousness with including the diagnosis in the DSM (Schmid, Peterman, & Fegert, 2013) . Some literature states that the way DTD is explained in its current form conflicts with traditional diagnostic systems and may present a higher risk for therapists to miss the presentation of comorbid disorders in patients, in turn missing the opportunities for " effective (psycho-) pharmaceutical treatment" (Schmid, 2013, p.6) . The debate of adding a formal DTD diagnosis into the DSM does not revolve around whether or not there is a correlation between traumatic experiences and related symptoms. Rather, it is about how to treat psychopathological disorders, where the role of trauma, abuse, and neglect may be the reason for developing these complex disorders, as psychopathological disorders are difficult to treat (Schmid et al., 2013) . Clinical significance of a need and utility of a DTD diagnosis continues to be validated in results from research studies, surveys, and other modes of scientific analysis and research.
Child-serving clinicians indicate that a developmental trauma disorder has clinical utility and although there may be overlap with other diagnoses, it is still "discriminable from existing psychiatric diagnoses and their criteria" (Ford, Grasso, Greene, Levine, Spinazzola, & van der Kolk, 2012, p. 847) . Van der Kolk, B. A. (2014) . The body keeps the score: Brain, mind, and body in the healing of trauma. New York: Viking.
